Introduction
Primary Health Care (PHC) was approved in 1978, with the Declaration of Alma-Ata, as the main strategy for reaching the goal of "Health for all in the year 2000" (1) . In Brazil, since 1994, the Health Ministry has been encouraging the expansion of PHC, also known as Basic Care, through the Family Health Strategy (ESF) (2) . According to the recommendations of the Health Ministry's Health Care Surveillance Office, one of the most important actions for improving malaria control policies is expanding the PHC network in the Amazon region (3) . In the attempt to establish a regional policy for PHC in this region, in the period from 2003 to 2005, greater funding was given to the ESF and to control of endemic situations, but this favorable treatment was not extended to all programs and there is still great institutional need in municipalities of the Amazon (4) .
The Brazilian Amazon includes the states of Acre, Ferreira ACS, Suárez-Mutis MC, Campos MR, Osorio-de-Castro CGS.
risks, including malaria (5) . The Amazon is an endemic region for malaria in Brazil, concentrating around 99.5%
of the cases in the country. (6) cases were notified.
The PNCM advocates that malaria be diagnosed through examination of thick-smear, in order to identify the type of plasmodium (5) . However, low social protection in the region, including a lack of basic health care and effective measures for integrated malaria control, contribute to the occurrence of deaths, suffering and social loss (5) .
This article aims to describe and discuss specific PHC characteristics and some of its dimensions in municipalities at high malaria risk in the Brazilian
Amazon. Few studies have been developed to clarify how PHC functions in areas where malaria is endemic.
References were found about related but different themes: a current reference about how to develop nursing practices in community health, in the context of vulnerable regions like the Amazon (8) ; and two older references, one on the integration of Chagas disease control in the PHC network (9) and the other on the successful eradication of malaria in Costa Rica through the collaboration of PHC services (10) .
Methods
The study is nested in the Mafalda Project (11) .
This project assessed pharmaceutical services in the We tried to incorporate PHC aspects proposed by Starfield (12) and adapted to Brazilian reality by Almeida e Macinko (13) . We used the access to first contact, (6) .
The eligibility criteria included UBS that notified malaria in urban areas and that were less than 50km from urban centers, a total of six units. More distant communities were excluded for logistical reasons. The selected units were not reference centers for treating serious and complicated malaria, but health care units for daily PHC, including suspected malaria cases. The interviews were applied to patients aged over 18, who went to the UBS with a malaria complaint. Pregnant women were excluded, as they were referred to reference centers for malaria treatment. The patients were approached when the thick blood smear test for malaria diagnosis was performed. After the pilot study, it was observed that this was the moment when the approach would be most successful. It would also offer an opportunity to observe the prescribing and dispensing of antimalarials that took place concomitantly with data collection. The intended sample was 300 patients and 271 accepted participation. The data collection instruments were built on the basis of the aforementioned dimensions (13) . The instrument 
Results and Discussion

Context
Brazilian Malaria Control Program and Primary Health Care
The PNCM was an important presence in the field, since the decentralized management authority should coordinate both PHC and malaria control actions (14) .
According to the field records, the action of the PHC physician or nurse in malaria care in the municipalities was very restricted or inexistent. The responsibility for diagnosis and treatment lay with the AE and microscopists.
Primary Health Care Dimensions
Access to PHC services is related to patients' ability to access a health care unit, their ease in obtaining a consultation and the unit's availability and utility as the individual´s first contact for solving health problems (12) .
We know that one of the main ESF results has been improved basic health care services for the population (15) .
Primary Health Care in the region took a variety of formats. There were units with ESF teams, traditional UBS and PHC services in clinics and general hospitals.
Apart from these, primary health services were performed at the Special Sanitary Indigenous Districts (DSEI). ESF teams are mainly present in rural areas, which can be explained by the original conception of the Family Health Program (PSF), where the implementation focus was on higher-risk and lower-access areas (2) .
In the field reports, PHC managers told us that care occurs in places of difficult access, such as the countryside, riverside communities or peripheral urban areas. In the latter, there is high demand for night care, especially in hospitals.
Some municipalities had ESF teams covering various communities in rural areas. Other teams traveled to rural areas daily and returned to the municipality headquarters at the end of the day. Some teams visited the communities in their coverage area with varying frequency, in compliance with a previously set schedule.
In cases where there was support from ambulances and roads, patients in rural households were picked up. Some municipalities counted with seasonal health care initiatives for the rural or riverside areas, via group efforts to care for isolated populations during floods. The high demand for care caused work overload for these teams.
In very distant communities, the ESF presence, in the form of ACS activity, was limited, even for malaria care. It was recorded that patients from these communities travelled to UBS in municipalities other than their own for medical consultations or malaria care, as they were closest.
In terms of the proportion of patients who use the UBS as access to first contact, 39.9% of the interviewees answered that they go to a Primary Health Care Unit when they get sick. The public hospital was the second most frequent "entrance", with 24.3% of answers;
23.5% answered that they are treated at home; and (16) .
We assessed whether the individuals were prescribed medication to care for their health problems (other than malaria); 82.6% of the interviewees received a prescription, but 62.4% could not get all the medications at the UBS. In view of the profile of the population being served, it is possible that the patients did not have access to the medication that was not available at the UBS. If adequately implemented, PHC could make a big difference in aid and medication access for this population, reinforcing the UBS's role as access to first contact.
The rural and riverside populations seemed to be the most vulnerable groups, as they face the greatest access barriers: geographical, financial and information
barriers. This population is greatly affected by malaria.
A disconnection between malaria care and PHC, contradicting the Ministry of Health's (7) assumptions, causes duplication of care efforts and compromises the system's comprehensiveness, making it less likely for PHC to be provided in a rational manner.
The continuity of care involves the existence of a physician or a team and the use of a certain health care service by patients, without being limited to specific diseases (12) . Adequate recording of the patient's clinical history and scheduling of a return visit also help to establish the continuity of care (12) .
A study in the municipality of Ribeirão Preto, in the state of São Paulo, assessed the establishment of the continuity of care in tuberculosis control services.
Performance was considered favorable in this aspect, providing better adherence to the treatment. However, the best results were found in programs where fewer people received care, demonstrating that excess demand complicates communication and the patienthealth care professional relationship and, consequently, the continuity of care (17) .
Out of the total number of interviewees who received medical consultation, 34.4% reported that they were advised to go back for a scheduled consultation.
Approximately 65% of the interviewees reported not being seen by the same physician or even the same nurse when they sought care at the UBS. There were reports of the physician's full-time absence at the UBS. In any case, the patient who sought care hoped to continue his/her treatment with the same physician or nurse, being disappointed when this failed to occur.
The ideal situation is for patients to have a longlasting interpersonal relationship with the health care professionals who take care of them (12) .
According to field records, professional turnover is high, especially for physicians; some nurses had to perform as proxy physicians in municipalities where these professionals were not present. Difficult in access to municipalities, precarious living conditions, lack of continuous employment by municipalities and lack of minimum resources for work were considered some of the factors generating the high turnover of professionals.
Lowering the turnover of health care professionals involved in PHC activities in the Amazon region is another of the goals of the PNCM (3) , which recognizes the importance of the close relationship between malaria health care professionals and PHC. In Brazil, the literature points to failures in coordination between PHC services and more complex services (18) .
With respect to the coordination system adopted in the municipalities visited, only 67% of patients reported that the professionals took notes in their records during the consultation. Out of the patients referred to a specialist, 43.8% received a medical report from the PHC professionals and 56.3% did in fact go to the specialist.
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Out of these, only 32% received written information for a return consultation with the UBS physician. From all the people referred for a consultation with a specialist, only 18.8% went back to the UBS at the end of the process.
The percentage of referrals reported by the study's patients, 17.4%, is close to the Health Ministry's determinations, which estimate that around 15% of complaints made in PHC should be referred to care at secondary and tertiary level. The problem detected was in relation to the referred patients, who did not have consultations at this other care level, which suggests the presence of access barriers to the secondary and tertiary care levels and a repressed demand for PHC (18) .
From the community point of view, Starfield (12) considers the influence of environmental, social and behavioral factors to be important in the causes and development of diseases and suggests that professionals tackle this theme for more effective care.
A study performed in São José do Rio Preto, in the state of São Paulo, assessed, the performance of health care services in tuberculosis control according to patients' perceptions, in the family focus and community orientation dimensions. In the family focus dimension, it was shown that health care professionals are more concerned with patients' signs and symptoms than with life circumstances that can compromise family health.
The community orientation dimension, which includes activities that depend on patients, such as seeking information in posters and other educational materials, scored high marks. However, the scores were not satisfactory when it came to responsibility for actively seeking cases for sputum collection and encouraging the community to discuss health problems related to tuberculosis (19) .
In the municipalities, 71% of the interviewees After the changes to the PHC funding criteria and the ACS´s coverage parameters, when each agent was allowed to monitor fewer people, there was an increase of 7,435 new ACS in the region (20) . This expansion may have generated positive impacts, but a contingent of the population is still not being covered, suggesting the need for a greater increase in the number of teams and professionals to monitor the families. The ACS's presence is not enough, because he or she must be trained, The gradual expansion of the ESF teams and the number of ACS (20) , which is currently occurring in the region, can be seen as a positive factor. Other factors that have been favoring PHC integration and the fight against malaria related to the PNCM, include: rapid diagnosis Ferreira ACS, Suárez-Mutis MC, Campos MR, Osorio-de-Castro CGS.
via thick blood smear, regular supply of antimalarials and the efforts of the health teams towards treatment, prevention and control of malaria.
Conclusions
In 
